In 1755, Mary Smaldridge, wife of a Plymouth mariner, consulted a local surgeon Edward Spry about her "morbid eye". The violent pains failed to respond to the surgeon's blistering, collyriums and calomel, and she turned to another physician with no better success, "her pain increasing rather than diminishing". Spry then tried some drastic purges, he tells us: "but these disagreeing very much I was forced to return to my former method. I then cut a seton in her neck, which run very much; but all to no purpose and she became still more miserable." After some months: "I judged her disease to be a Carcinoma, and therefore proposed cutting out the whole eye as the only remedy. 
the "Molyneux Problem", inspired by Locke's Essay concerning human understanding of 1690.4 Its question -whether a man born blind would be able to see instantly if his blindness were cured-aroused curiosity beyond the world of sensualist philosophy in both England and France. The London surgeon William Cheselden's pioneering artificial pupil operation of 1728 offered just such a case of sight restored, and became an important reference point for eighteenth-century ophthalmic writings. Numerous surgeons and oculists were keen to present their own "Molyneux" cases, sometimes with full rehearsal of the philosophical arguments. These cases offered surgeons not only the opportunity for public demonstration of their ultimate ophthalmic skill-giving sight to the blind-but also for direct contribution to a high-profile intellectual debate.5 Lively surgical debate was also inspired by Jacques Daviel's proposal of cataract extraction as an alternative to the traditional couching treatment, which he reported to the Academie Royale de Chirurgie in 1753.6 Ophthalmic writings during the second half of the century gave detailed attention to cataracts, weighing up the arguments for and against extraction and offering refinements of operating techniques and instruments, as well as advice on handling complications.7 Much of the discussion came from France, perhaps reflecting the initial interest taken by the Academie Royale de Chirurgie.8 As with the "Molyneux Problem" though, the debate crossed the Channel freely. London surgeons such as Samuel Sharp in the middle of the century, and later James Ware, were keen contributors.9 The ophthalmic treatises give a prominence to major surgical operations in their case histories which was unlikely to reflect the profile of average provincial practice.10 On the other hand, there is no evidence that the leading surgeons operated within a different therapeutic framework: humoral interpretations encountered little challenge, and maintained a common basis of medical understanding throughout the century. 4 John Locke, Essay concerning human understanding, 1690, London, Dent, 1993, pp. 80-1; William R Paulson, Enlightenment, romanticism, and the blind in France, Princeton University Press, 1987, pp. 21-4. 5 William Cheselden, 'An account of some observations made by a young gentleman, who was born blind, or lost his sight so early, that he had no remembrance of ever having seen, and was couch'd between 13 and 14 years of age', Philos. Trans., 6 Couching involved lowering the lens from the line of vision, using a needle. Extraction removed the lens, via an incision in the cornea. Jacques Daviel, 'Sur une nouvelle methode de guerir la cataracte par l'extraction du cristalin', Me'moires de The possibility of curing blindness also featured in more anecdotal news writing. Daviel's extraction technique, for example, found its way into the Gentleman's Magazine, alongside accounts of more esoteric ailments such as colour blindness, and night blindness.'1 These accounts belong to the broadening range of scientific and humanitarian discussion disseminated to the reading public.'2 Like the medical sources, accounts may manipulate the patient's experience for specific purposes-whether to emphasize a philosophical point or medical success, or to recount an interesting news item. But they occasionally reveal the more immediate dynamics of illness and treatment.
Turning to the incidence of eye disease, the institutions for the blind offer useful, if limited, evidence. During the 1790s blind schools were established in Liverpool, Bristol, Edinburgh and London, following the creation of Valentin Haiiy's pioneering Institution des Jeunes Aveugles in Paris in 1784.13 Paris also had the medieval Quinze-Vingts asylum for the blind, and Zina Weygand's study of medical records for the early nineteenth century provides a valuable survey of eye disease and treatments there.'4 None of these institutions had medical priorities and evidence is patchy. It is also confined to the 1790s and 1800s, though there is no reason to believe that the causes of blindness had changed significantly from earlier in the century. These sources provide a valuable counterbalance to the medical writings: if the latter are more inclined to present success stories, the blind applicants to the institutions bore witness to medicine's limitations. As with cataracts, children were vulnerable to ophthalmia, both from congenital venereal infections and through the classic childhood illnesses such as measles, scarlatina and scarlet fever.22 These causes were seldom identified by sufferers and their families; instead we hear accounts from the blind school applicants of "fevers" and convulsions.23 Still more devastating was smallpox, which, despite inoculation and later vaccination, remained a major cause of childhood blindness into the early nineteenth century. Given this range of therapeutic options, and the lesser visibility of some to the historian, we should be wary of mistaking the view which ophthalmic case histories offer for the whole picture. However, they do allow a tentative assessment of the way people used formal treatment. The stories are long and often harrowing. The Philosophical Transactions for 1757 reported the case of thirteen-year-old John Law, of Fenny-Stanton, "a strong and robust lad". When he suffered a sudden violent pain in his eye at Easter 1756, while beating dung, his widowed mother "followed the direction which she received, without the least benefit to her child, after having, besides other expenses, been defrauded by a quack of two guineas, a great sum for a poor cottager." Having heard of a cure in another local case, she took her son to Huntingdon to consult a surgeon, who advised that "immediate extirpation" of the eye was necessary. Two further surgeons were consulted before the drastic solution was agreed. Further treatments were then sought for complications-"fungous excrescences" and "an intermittent fever". Here was a "poor cottager" prepared to seek multiple medical opinions for her son and agreeing eventually to drastic, and presumably costly, treatment.40
Profile of Eye Disease
The treatment of an elderly patient of Jean Janin, a Lyons surgeon, though less drastic in its outcome, was equally uncertain in its course. M. Sautou, father of a Carcassonne leather dresser, suffered a cataract in his early sixties, and was successifully couched in 1751:
The following year, bending down to pick up his handkerchief, this man found himself suddenly deprived of sight, by the cataract rising. He hastened at once to the surgeon-oculist who had already operated on him, who proceeded to do a second couching, with the needle, which was as successful as the first time. In the space of a year and a half, this cataract rose again on two different occasions, which necessitated two new operations, which were carried out in the same way. This man then enjoyed his sight until March 1760, when he fell off his horse. As his head struck the ground in this rapid fall, it created such a strong disturbance in the eye, that the cataract, which had been lodged for more than six years in the front of the posterior chamber, rose again, passed through the pupil, and lodged in the anterior chamber, where it occupied most of the space. Now aged seventy-two, the man was brought by his son to Janin, who performed a successful extraction, which "left the patient the certain hope of recovery of the sight, of which he had so often been deprived by the rising of this altered lens. Poor patients thus had an ambivalent relationship with their surgeons or oculists: on the one hand they might receive free or bargain treatment through charitable or practical motives, but they could also find themselves in the hands of an inexperienced practitioner in search of practice.
The sheer variety of eighteenth-century practitioners offering eye care suggests that the style of treatment must have influenced the patient's choice. Handbills of many itinerants promised dramatic cures, based on their wealth of experience, "true" knowledge, and the profile of their satisfied clients.58 The developing provincial press provided a channel for advance publicity, whilst on arrival elaborate attempts were made to attract public attention.59 More sober practitioners hit out hard against this style of practice, and the reaction of the medical and surgical establishments to fringe practitioners in both England and France has been well documented.60 Behind the claims of wonder cures, critics exposed tricks, incompetence and the rapid exit before failures were exposed (a recurring charge against itinerants). The Lyons surgeon Pierre Guerin described the conclusion of a typical Taylor treatment: ". . . he would exult; he would proclaim a miracle; he plugged the eye with firm recommendation not to uncover it until after five or six days, and he left on the fourth, after having exploited the victims of his bad faith."61 Yet people from a wide social spectrum continued to turn to the itinerant oculists, and towns continued cautiously to permit their visits.62 To some extent their popularity may simply reflect the inability of regular surgeons to satisfy the demand for eye treatments, particularly couching. But the interpretation of beliefs and expectations is complex. If some were attracted by the itinerants' exotic appeals, buying the service was not necessarily accepting all the claims. In a sense, the oculist's sales talk belonged to the market-place and was perhaps no more or less heeded than anybody else's. Roy Porter's study of quackery shows the inadequacy of interpreting itinerant practice with yet another differentiation of "good" and "bad", the bona fide and the out-and-out charlatan.63 Taylor's ambivalent reputation illustrates the problem. Guerin waxed lyrical about the tricks "cet homme ruse" used on poor unsuspecting patients to 67 The contradictions within these men's reputations reflected a fundamental problem with eye treatment, which itinerant couching exemplifies. As a precise, self-contained, surgical skill, with high potential value for patients, couching held an understandably important place in itinerant practice. But its uneasy combination of dramatic potential and patient anonymity reflected the difficulty inherent in the relationship between oculist and patient. The risk of blindness, whether sight lost through treatment, or simply not regained, meant that the stakes were high. The dilemma for patients and oculists alike was that while cure was sometimes possible, as the case histories show, it was never a foregone conclusion. The buffer of distance, both personally and physically from the patient, was probably a prudent survival technique for practitioners operating in this sensitive field.
Disappointed hopes and the desperate prospect of blindness turned the miracle-working oculist into the demon predator: "At last, the mask falls, the man is left and the hero vanishes", the surgeon at Les Invalides at Avignon noted cynically, in his description of another renowned itinerant, Joseph Forlenze, in action.68 Thus we are presented with the satirical picture of Taylor standing over his patient in devilish pleasure as he undertakes the cure of: "all weak and tender eyes that cannot bear the light ... so that in a few days a great light shall not affect them .. .".69 Other types of "quack" attracted satire, but with the oculist it was particularly highly charged.70
Negotiating the Risks Itinerant oculists were condemned by the surgical establishment for their specialization, which ran counter to humoral therapeutics. But more astute surgeons recognized that to some extent they had only themselves to blame for the itinerants' prominent position. Here for to consider the great number of diseases which attack the eye, and the delicate operations which their cures demand, it seems that in view of the difficulty of this science, it is doing little to devote oneself to it entirely.72 Samuel Sharp recognized more explicitly, in his discussion of cataract couching, that fear of complications, together with "the uncertainty there always is of Success after the Operation, have deterr'd most surgeons from undertaking it, and 'till lately from studying the nature of the disease" though he was hopeful that the situation was improving:
but I fancy the Operation will come into greater Repute when more generally practis'd by Men of good Character; for it is less the Difficulty, than the Abuse of it by Pretenders, which has brought it into Discredit.73
The length and complexity of many of the ophthalmic cases which surgeons recount highlight the uncertainty which both patient and practitioner had to negotiate. Above all the cases show the fine line between minor and major illness. Ophthalmia could be a minor self-limiting eye inflammation, or it could leave the sufferer permanently blind; fistula lachrymalis could be a simple blocked tear duct, or the start of a major abscess which lasted months or even years, leading to blindness or permanent disfigurement. Surgeons acknowledged these risks in their emphasis on vigilant monitoring of symptoms, to identify and alert the patient to potential complications. They also stressed the exactitude needed in preparing and managing the patient. Saint-Yves again:
The Operation of the cataract is far from indifferent because of its unfortunate consequences. Its success depends no less on the dexterity of the operator than on an intire state of mind and body in the patient; he must be prepared well before the operation, by bleeding, bathing, cooling broths, and light purges.74 Most ophthalmic writers made similar recommendations, with detailed directions down to the preferred time of year (spring) and weather (fine and dry) for eye surgery. Care following the operation was also based on a strict regimen, and typically lasted several weeks or longer.
This intricate, finely-tuned treatment (if in practice fairly standardized) provided an opportunity for the practitioner to transfer some of the risk back to the patient, through shared responsibility. Its interpretative basis recognized the precarious balance of patients within their environment, and perhaps helped to prepare both parties for the consequences of accidents and inadvertence which frequently dogged treatments. Patients recovering from eye surgery faced many hazards-falls, windows left accidentally open, a glancing blow to the head while dressing-any of which could set off a chain of complications, often with dire consequences. Sometimes the patient was directly responsible, as in this tragic Orphean tale from Jean Janin. In 1757 he operated on Simon, a stonemason, who had had cataracts in both eyes for ten years. All went well until the sixth day:
This man, impatient to see his wife and children, opened his eyes, and, despite the strength of the sunlight which he felt on his eyes, he continued to look at everyone who came for nearly an hour. Pains in the eyes and head were the result of this imprudence. This caused swelling of the eyes and eye-lids, insomnia, and finally fever; such a disorder established itself in the organ, that suppuration beset both globes. Nevertheless, I did not neglect to employ blisters, bleedings, diet and anodyne and revulsive collyriums. But all these aids were in vain; the blow had been dealt, and the ill consequence was irreparable. 75 The need for cataract patients to wait until the cataract was ripe before seeking treatment could cause additional stress, and with children there was a general reluctance to operate until they were in their teens and more likely to keep still.76 Waiting could be difficult, and Saint-Yves notes that unscrupulous operators were only too ready to exploit the patient's understandable impatience to see:
They flatter the poor patients to restore their sight speedily; these are easily seduced by the pleasing bait; and the Desire of gain ensures that the operator, for fear of losing his present practice, hazards a doubtful operation, less concerned for his future reputation than his current interest.77
Anxious parents seeking cures for their children's eye complaints seem also to have offered a tempting target. This teenage boy's case of trichiasis,78 reported to James Ware by a colleague, suggests that having better means and access to treatment was perhaps not an unqualified advantage:
After a variety of treatment, as bleeding, purging, blistering, setons, bark, alteratives, and the use of every other method, which the most eminent practitioners, both in physic and surgery, could think of; recourse was had.to eye-waters and salves, and the Panaceae of the most celebrated empirics of the time: but all proved ineffectual, and the young Gentleman became totally blind. 79 But if some patients found their hopes and anxieties manipulated, accounts of treatments reveal a more subtle balance of power. Despite the sense of desperation in some of the cases, there is evidence that patients chose their practitioners with care, seeking out those with a good reputation, perhaps by word of mouth, or through the advice of another practitioner.80 They followed recommendations cautiously and sought the reassurance of consensus, particularly where drastic measures were being proposed or where the treatment involved the expense of a trip to Paris or London.81 Surgeons clearly felt that they could not afford to ignore patients' therapeutic preferences and aversions. Though there is little evidence of opposition to humoral treatments per se (apart perhaps from the French peasant82), specific practices encountered considerable resistance. A common medical recommendation for ophthalmia was a programme of evacuation for plethora, including the application of a seton at the back of the neck, but as the French surgeon Jourdan remarked, "very few patients agree to undergo it". Similarly patients baulked at the idea of applying a leech to the eye-lid (even if it was only a little one). "Few patients have enough courage to submit to it", commented the royal physician Joseph Lieutaud in 1771.83 Scarification of the eye to relieve ophthalmia was equally unpopular. While surgeons debated the comparative merits of barley beards or knives and needles for this, patients appear to have voted with their feet: Guenter Risse found in half the cases recorded at the Edinburgh Infimnary that those scheduled to undergo the treatment had simply refused.84 Pain was certainly recognized as an important issue in surgeons' assessments of treatments, though the verdicts were often ambiguous. The proponents of extraction and couching each claimed that their method was the less painful.85 The need to adopt acceptable treatments was a practical one, as it was virtually impossible to operate upon the eye of a reluctant patient-even a willing one had to be carefully restrained, as surgeons' descriptions of the cataract operations show, and the surgeon had to monitor the patient's eye movements constantly. 86 Consensus between surgeon and patient was also important at a more fundamental level, in ensuring that their respective expectations of the treatment were aligned. Where opinions diverged, it was not only the patients who felt vulnerable. Saint-Yves recounts a treatment of one M. Vihaude, who had been couched unsuccessfully by John Woolhouse, the exiled Jacobite oculist:
The patient came afterwards to consult me; but, having noticed that the cataract was complicated with a gutta serena, I assured him the operation would be of no service to him. Still he persisted to engage me to undertake it. As I was certain of its small chance of success, I would not perform it, but in presence of an oculist. M. Bailly, the father, was called; he, deferring to the patient, told him that if the operation did not restore his sight, it would not injure his eye.
He duly performed the operation with Bailly present, and as anticipated it did not restore the patient's sight; but Saint-Yves had evidently obtained the reassurance he needed.87 On closer examination, the presence of fellow practitioners at operations seems often to reflect this need for professional solidarity. Almost invariably where action as drastic as extirpation of the eye was proposed, multiple views were sought, as often on the initiative of the surgeon as of the patient.88 This caution is understandable given the length and ambiguity of many treatments. Unlike the itinerant, the establishment surgeon treating a cataract or ophthalmia was embarking on a relationship with the patient which lasted weeks or months, and a treatment whose unpredictable developments unfolded daily, to be interpreted by both parties. Occasionally we glimpse the intensity of the relationship and the emotional pressure it could place on the surgeon as well as the patient. Bordenave Even a cataract couching, one of the few treatments with at least a reasonable hope of success, could become a nightmare ordeal. Cataracts could never be relied upon to cooperate: they might be too hard or too soft, disintegrate, elude the needle or need to be dispersed, any of which involved a painful and protracted fishing round inside the eye. Once over, the operation was seldom an immediate unveiling of the blinded eye. Often it produced an indecisive result and initial appearances of success might be followed by complications.90 Prudent surgeons were well aware of this unpredictability and tried to manage expectations. The French military surgeon Edme Protat put the ethical issue explicitly, in 1800:
In all cases of cataracts, whatever the hopes of success, the man of the art, jealous of the esteem of his colleagues and of the public, must never promise it definitely. This claim, I warrant, is normally the refuge of ignorance and of bad faith; in medicine there are so many risks to be run that one can never answer for anything.91
James Ware was similarly cautious in his prognosis on children at the London blind school.92 But however well prepared patients were for failure or complications, the uncertainty cannot have been easy, particularly when an operation offered a ray of hope which then faded fast.
It is perhaps not surprising, given the difficulties of many courses of treatment, that establishment surgeons were as anxious as their itinerant counterparts to draw attention to their successes, and to make use of the publicity vehicle offered by the "Molyneux Problem". Like Cheselden earlier in the century, Janin and Ware were keen to capture the immediacy and excitement of their "Molyneux" cases. Ware's patient was an eight-yearold boy:
On the 31 st., as soon as I entered his chamber, the mother, with much joy, informed me that her child could see. About an hour before my visit, he was standing near the fire, with a handkerchief tied loosely over his eyes, when he told her that under the handkerchief, which had slipped upward, he could distinguish that table by the side of which she was sitting ... 93 The humanitarian interest of these cases helped to keep the patient at the centre of the story. The cases also serve as a reminder that ultimately the success of eye surgery had to be articulated by the patient: until the bandage was removed from an operated eye, both parties waited in suspense.
New Hopes and Fears
There is a growing sense of confidence in the ophthalmic writings later in the century. Janin, writing in 1772, notes the progress made in the surgical knowledge of the eye over the previous fifty years, starting with Michel Brisseau's and Antoine Maitre-Jean's confirmation of the lens as the seat of the cataract. Eye surgery was beginning to assemble its hall of fame, with Daviel in pride of place.94 At the same time, the defensive attitude 90 Ware, op. cit., note 5 above, pp. 13-24 towards specialization in eye care is far less evident. If itinerant practice remained important in both countries even at the end of the century, the new surgical techniquesmore complex and less readily accessible to fringe practitioners than couching-were providing establishment surgeons with the opportunity to assert their position in the field. While this did not receive the formal recognition in England that it did in France, James Ware and Surgeons later in the century reiterated the need for practice and observation. As Ware commented, it was as important to learn from mistakes as from successes, and French surgeons such as Pierre Guerin in Lyons stressed the central importance of hospital experience, with its "rich harvest" of observations, in this process.102 If this is in line with the more general preoccupation of the surgical establishments,103 eye disease raised the issue of experimental failure in a particularly acute form. Awareness of this tension between professional needs and those of the patient probably influenced the reactions of the London and Liverpool blind schools to offers which they received from surgeons and other practitioners in their early years. Both schools felt themselves to be well provided with the medical men already committed to the establishments and were wary about letting unknown outsiders loose on the children. (Presumably there was an element of medical defence of territory here too.) Similar opposition was expressed by Belivier, the surgeon at the Quinze-Vingts.104 Even with this degree of protection, the parents and friends of children at the London and Liverpool blind schools were not always ready to consent to treatment.105 For the lifelong blind the terrifying prospect of surgery could be far more immediate than the potential benefit of gaining sight. De Wenzell had offered to operate on cataract cases at the Foundling Hospital, but the refusal of young John Printer, one of the foundlings, was respected.'06 Jean Janin had to resort to bribes to persuade his "Molyneux" peasant girl to agree to the operation, and even with this inducement: "One can well understand that the indifference which this young person had towards receiving a new sense increased further at the approach of the instruments . .... 107 Finally, it is difficult to assess how widely the new treatments were available, even to those who wanted to make use of them. French writers at the end of the century assert confidently that extraction was now the standard practice, with couching used only for cataracts where extraction was inappropriate. Conclusions An analysis based mainly on formal medical sources has inevitable limitations as a guide to patients' experiences. In this study it also has implications for the comparative perspective. The French and English ophthalmic writings suggest a seamlessness in debates and concerns across the surgical elites of the two countries and emphasize the common therapeutic ground. However, differences both in the structure of the English and French medical professions and in the financial support available to patients become more material in assessing access to treatment. It has only been possible here to suggest at a broad level the likely impact of social policy on treatments, and no attempt has been made, for example, to consider the impact of the Revolution on both surgical practice and access to treatment in France.
The ophthalmic writings provide only a partial picture of treatments and conceal a range of alternative responses and experiences, but they suggest that in both England and France, people of a wide social spectrum sought cures for their eye ailments with a marked determination and persistence. On one level this supports the more general view of a varied and active eighteenth-century medical market in both countries.112 It also highlights the important role of the itinerants, and the difficulty of evaluating their competence and use by patients. But the nature of eye disease brought a particular tension to the relationship between patient and practitioner. What was at stake in an ophthalmic infection, a cataract, or a festering eye wound was the patient's sight, and with it his or her future livelihood and wellbeing. The effect of this on the relationship between patients and surgeons or oculists was double-edged. Desperate patients could be gullible victims, ready to put themselves into the hands of anybody who offered hope. But they could also be exacting and vociferous, conscious of their purses draining with little to show for their expense. Definitions of success and failure did not lie entirely in the surgeon's hands.
Practitioners responded by managing risks and expectations in different ways. For the itinerant this was often a matter of keeping a step ahead of the game-moving on quickly when trouble loomed, and concealing failures behind larger-than-life success stories. For the establishment surgeons, it involved managing a contradictory professional identity. They were naturally eager to publicize their more spectacular successes-the "inestimable cure" of giving sight to the blind. But there is also a significant lower-key theme in III 
